The authors replyWe appreciate Drs. Galen and Schnobrich's comments on our work. While we acknowledge that studies have shown that internal medicine residents are able to develop the skills necessary to acquire and interpret ultrasound images given sufficient time in training, 1,2 it was our desire to design an intervention that could be widely implemented with minimal investment of time and resources. Emergency medicine has well-established ultrasound fellowships, and clinical faculty are in a position to supervise and assist in the development of residents' skills. Outside of critical care and cardiology, internal medicine largely lacks faculty trained in the use of ultrasound, and thus residents have few opportunities for supervised practice of ultrasound skills. Given that ultrasound use is not currently widespread among internal medicine attending physicians, we felt that studying whether a time-efficient program would provide residents with sufficient training was particularly relevant. The curriculum we tested included a short didactic session followed by independent practice, and could be promptly implemented by internal medicine residency programs without significant redesign of the overall training program. Thus we limited our training to 3 hours, which others have shown to be sufficient for training, albeit for a more limited set of ultrasound skills. 3, 4 Our trial focused on the evaluation of ambulatory patients rather than critical care patients, where the utility of ultrasound has already been well documented in the literature. 5 We agree that some of the clinical findings in our study, such as the assessment of hepatosplenomegaly, are advanced skills, but we chose to include findings that are routinely assessed during a standard physical exam, as such findings are relevant when assessing the incremental benefit of ultrasound over physical diagnosis. Detecting differences in individual exam abnormalities was not a pre-specified outcome of our study, yet when this was performed, significant differences between the ultrasound and physical exam groups were found only for aortic regurgitation and for left ventricular enlargement. These differences were no longer significant when adjusted for multiple testing.
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We agree with Drs. Galen and Schnobrich that more studies will be needed to determine how best to incorporate point-ofcare ultrasound into residency training and which physical exam findings should be emphasized. Our study found that a brief point-of-care ultrasound training session was not sufficient for internal medicine residents to augment their overall diagnostic skills. These results suggest that developing ultrasound competence among internal medicine residents will likely require a substantial investment of both time and resources.
